Rechecking the position of the nasogastric tube after oropharyngeal suction is not common practice. Our patient deteriorated after oropharyngeal suction was performed, whilst nasogastric feeding continued. We suggest that nasogastric feeding should be stopped during oropharyngeal suction and the tube position should be checked every time an oropharyngeal suction is performed.
A 91-year-old gentleman with a longstanding history of Parkinson's disease was admitted with a mild right hemiparesis. He was independent in activities of daily living prior to this admission. Because his swallowing was impaired with a reduced cough reflex and accumulation of saliva in the oropharynx, he was kept nil by mouth and oropharyngeal suction was performed as necessary. Although his chest X-ray was clear (see Appendix 1 available as supplementary data at the journal website: http://www.ageing.oupjournals. org) he was treated with antibiotics for a presumed chest infection and given 24% oxygen. A nasogastric tube was inserted for feeding and medication, and its correct position was confirmed by aspiration of gastric fluid and pH testing. Nasogastric feeding was commenced in the morning and he appeared to tolerate it well. At lunchtime oropharyngeal suction was performed, and within 30 minutes he became severely breathless and distressed. His oxygen saturation fell from 94 to 81%. Nasogastric feeding was discontinued, the tube was removed and a repeat chest X-ray arranged. It showed complete collapse of the left lung with mediastinal shift and hyperinflated right lung (Figure 1 ). Within an hour he suffered a respiratory arrest. Although resuscitation was successful initially, he died within 12 hours from respiratory failure.
Discussion
The patient described here deteriorated suddenly after oropharyngeal suction. The feeding tube was confirmed to be placed correctly before the suction, and there was no clinical evidence of tube dislodgement after suction. The sequence of events makes it likely that during the process of suction the nasogastric tube was dislodged from the stomach into the left main bronchus. This may have been the reason why there was no external sign of tube displacement or visible coiling of the tube in the oropharynx.
We are not aware of any previous reports of nasogastric tube displacement related to oropharyngeal suction. While we have no definite proof of a causal link between the suction and the clinical deterioration in this case, the sequence of events and the rapidity and severity of deterioration would support our hypothesis. Although the case is not proven, the clinical link is compelling and the consequences were devastating. We feel that it is important to draw attention to this potential complication of nasogastric feeding.
Conclusion
Currently there are no guidelines regarding stopping nasogastric feeds whilst oropharyngeal suction is carried out. Discussions with nursing, physiotherapy and intensive care colleagues revealed that rechecking the position of the nasogastric tube after oropharyngeal suction is not common practice. We suggest that nasogastric feeding should be stopped during oropharyngeal suction and the tube position should be checked every time an oropharyngeal suction is performed.
Key points
• Nasogastric feeding should be stopped during oropharyngeal suction.
• The position of the nasogastric tube should be checked every time an oropharyngeal suction is performed.
